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F 000  INITIAL COMMENTS F 000

This Statement of Deficiencies was generated as
a result of the complaint investigation conducted

at your facility on 1/28/09 through 2/6/09. The The statements made on this plan of

sample size was four residents. correction are not an admission to and do
not constitute an agreement with the alleged

The following complaint was investigated: deficiencies herein,

Complaint #NV00020768 was substantiated. See To remain in compliance with all federal

Tag F 309. and state regulations, the center has taken or
will take actions set forth in the following

The findings and conclusions of any investigation plan of correction. The following plan of

by the Health Division shall not be construed as correction constitutes the center’s allegation

prohibiting any criminal or civil investigation, of compliance. All alleged deficiencies

actions or other claims for relief that may be cited have been or will be corrected by the

available to any party under applicable federal, date or dates indicated.

state, or local laws.

F 309 | 483.25 QUALITY OF CARE F 309

88=D
Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interview and
observation, the facility failed to provide podiatry
services for 2 of 4 residents. (#1, #2)

Findings include:
Resident #2 was originally admitted to the facility

on 8/2/01 and was readmitted on 11/25/08
following a hospitalization. Her diagnoses '

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

\\DM\ PG’Y‘AL R“—W«D@(— BB./Q-G}

o
Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 ‘ays
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation
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included cbesity, diabetes mellitus and peripheral "This facility does and will continue to
vascular disease. Her minimum data set (MDS) . . . .
rovide podiatry services for those residens
dated 12/9/08, revealed she had no memory ?equirin g ﬂﬁstry ice s
impairment and exhibited modified independence servi
in cognitive skills for decision making. . 4 -
gt/ezsll(;l;nt 1 was seen by the podiatrist on Q/ / ‘/‘I(I‘

Record review revealed no evidence that . _
Resident #2 had seen a podiatrist within the past ;is;?oe;t #2 was seen by the podiatrist on

three months. Review of the resident's care plan
revealed that the resident was to receive podiatry

care every three months and as needed due to Like residents have been identified as those z/zz /63

diabetes. Review of physician orders upon . ]
readmission revealed an order that read "May ggf;i]:;:;ecm;d podxp nghaamt_lgtr care from the

have podiatry care."

Charts have been reviewed for consult z[zzfey

On 1/28/09 at approximately 2:00 PM, Resident iy .
" : reports from the facility podiatrist and those
#2 was interviewed. She reported that she used idents indicated to need ongoing

to receive regular podiatry care, but the care e
stopped and she was not sure why that have been identified.

happened. She stated that she wanted to be o . . L.
placed on the list to see the podiatrist, but did not Beginning with the March podiatry visit, all 3[ I §

know how to do it. She stated that when her toe residents seen by Fhe podiatrist will have the
nails became long she placed her legs up on her . cor:isu.!t sheets yewevtvhed by a Nurse Manager
bed and used her fingers to pick her toenails until or cesignee prior to the chart retuming to the

. unit. If a future visit or reatment order is
they broke off. She stated that she worried that o ter will .
breaking the nails off might harm her. indicated, an o be writien at the
time to ensure treatment and follow up

On 1/28/09, Resident #2's toes were examined by occurs as indicated.

the unit nurse. Al nails were down to the quick.

Slight redness was noted around the fourth and Nurse Managers have been educated tothe | 310 /B i

fifth toe nails of the left foot. process for podiatry fotlow up.
The Director of Nurses was interviewed on The DON or designef: will verify the > f f ‘( 5G
1/28/09. She reported that Resident #2 had not telephone orders against the consult sheets

been placed on the list of residents to be seen by after the podiatry visit.

the podiatrist.

Resident #1 was admitted to the facility on
10/27/08, with diagnoses including dementia,
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chorea, and persistent vegetative state.

Record review revealed that Resident #1 was
examined by a podiatrist on 5/14/08, and that the
padiatrist recommended she be treated in 60
days for foot care due to systemic conditions, No
evidence was found to indicate that the resident
was seen by the podiatrist since the 5/14/08
examination. In an interview with the facility
Administrator on 1/28/08, she reported that she
had checked all records and could not find
evidence of follow up exam.

Resident #1's left foot was examined. The nail on
the great toe was yellow in color and
hypertrophied (enlarged). No redness, bruising or
drainage was noted. The underside of the nail
was partially exposed and was brown in color.

F 309

Randont audits of podiatry consults will be '3( j6[o5
conducted by the DON to ensure accuracy.

If problems are identified, it will be bronght
to the attention of the QAA committee for 3/ /6/3?
further recommendations,

j
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